METHODOLOGY
This study took place in DCMH which are the main provider of psychological care within the Defence Medical Service, U.K. Ministry of Defence. DCMH provide occupational mental health care for uniformed personnel and, in some instances, care to their dependents. DCMH are located on military bases and are inter-disciplinary with care delivered by both uniformed and nonuniformed personnel. This is noteworthy as in the past care tended to be delivered by uniformed personnel only (for further information on U.K. Armed Forces military mental health care services see Ref. 9) .
A cross-sectional study was conducted comprising a short (<10 minutes) self-report questionnaire, which was developed and piloted ( n = 5) and reported by participants to have good readability. The anonymous questionnaire recorded basic demographic data (gender, age, marital status, service, rank, length of military service), presentation (fi rst or repeat appointment), number of previous operational tours, concerns about stigma, clinician preference (uniformed, nonuniformed, no preference), and location preference (on-site at a military establishment, off-site, no preference). To ensure that participants did not acquiesce to give socially or military desirable responses and to reassure participants that the study was confi dential, no data were collected on factors such as previous help-seeking or psychiatric history or current mental health. A 9-item Help-Seeking Stigma questionnaire (e.g., "it would harm my career") was included, which has been found to be reliable for use with a military population. 10 Stigma statements were scored using a 5-point Likert scale from 1 (strongly agree) to 5 (strongly disagree), where 3 indicated a neutral response. A higher total score (maximum = 45) indicated a more favorable attitude and a score of 22 represented a neutral response. The questionnaire was administered by the DCMH receptionists to patients presenting to 4 DCMH across United Kingdom between December 2009 and January 2010. The questionnaire was included as part of the routine clinical outcomes monitoring process. The author is not aware of any patients who refused to participate, although it is possible that some patients might not have received the form. This study was approved by the Chair of the Ministry of Defence Research Ethics Committee.
ANALYSIS
Data were analyzed using SPSS (Version 12). Data were checked for the infl uence of outliers, and assumptions of normality were tested and found to be acceptable. Initially descriptive statistics were used to characterize the sample. On the questionnaire, the response options for the preference questions were trichotomous (i.e., uniformed preference, nonuniformed preference, no preference) but these were made dichotomous for univariate analysis, namely clinician preference (uniformed or non-uniformed) and location preference (on-site or off-site). Characteristics associated with preference were determined by means of the t-test for continuous variables and Pearson's χ 2 test for categorical variables.
RESULTS
Demographic and service characteristics of the sample are reported in Table 1 . The group comprised 163 active service members of the U.K. Armed Forces of which 42% were new cases to the department. In summary, 70% were male, mean age was 28 years (range 16-54 years) and most were from the junior ranks. The mean length of military service and number of deployments (>30 days) were 8 years and 3 years, respectively. The hypothesis relating to military patients preferring to be seen by a uniformed clinician was not supported; 5% preferred to be seen by a uniformed practitioner and 30% by a nonuniformed practitioner. Furthermore, the hypothesis relating to military patients preferring to be seen off-site was not supported; 15% preferred to be seen on-site and 15% off-site. Table 2 reports demographic and service characteristics stratifi ed by patients who expressed a preference to be seen by a uniformed ( n = 8) or nonuniformed ( n = 49) practitioner. Signifi cant differences were found on gender and service. Male and serving in the Army was associated with a preference to be seen by a uniformed care provider and female and serving in the Royal Navy was associated with a preference for being seen by a nonuniformed practitioner. Table 3 stratifi es the sample by patients who expressed a preference to be seen on-site ( n = 24) or off-site ( n = 25). The group was distinguished by service; being in the Army was associated with a preference for being seen off-site. 
DISCUSSION
A number of key fi ndings emerge from this study. First, the hypothesis was not supported; military personnel accessing mental health care did not prefer to be seen by a uniformed care provider at a service off-site from a military establishment.
Overall, the majority of personnel did not express a preference for the uniformed status of their care provider or the location of facilities. Second, for personnel who expressed a care provider preference, only 1 in 20 preferred to be seen by a uniformed practitioner, whereas almost 1 in 3 preferred to be seen by a nonuniformed clinician. There was no strong preference for being seen on-site or off-site. Third, examination of demographic and service characteristics revealed that female and serving in the Royal Navy was associated with a preference for being seen by a nonuniformed practitioner, while serving in the Army was associated with a preference for being seen off-site.
Strengths and Limitations
The main strength of this study is that it is the fi rst U.K. military study to explore military mental health patients' preferences for service delivery issues. The study anticipated a much increased preference for being seen by uniformed practitioners, and therefore, comparisons between the groups were made diffi cult by the very low numbers expressing a uniformed preference and thus differences between the groups might have been missed because of lack of power. The sample is not representative of the U.K. Armed Forces. Women were over-represented in our study (30%); women comprise approximately 10% of military personnel 11 and only a minority (9%) of patients was of offi cer rank, whereas approximately 17% of the military workforce was offi cers. 12 The mean age was 28 years, whereas the mean age of all service personnel was 34 years. 11 Also, RAF personnel were under-represented, which refl ects that the study took place at a DCMH that predominately serve Army and Royal Navy personnel. The study did not include information regarding symptoms and social support or pathways into care, as such factors might infl uence patients' views. The study explored 2 key issues in service delivery, namely manning and location, but achieving good engagement and acceptability is likely to be based on many additional issues. Data were based on a sample accessing community mental health service and as such these results might not extend to other clinical and nonclinical (e.g., mental health promotions) settings.
Previously, U.K. military mental health care was provided by uniformed personnel only, and there is a perception in the military that uniformed personnel are better placed to treat this population because, unlike civilians, they have been through the "military experience." Overall, and contrary to expectations, only 5% of patients expressed a preference to be seen by a uniformed care provider. This modest number might suggest that there is an increased fear held by patients about how they will be perceived by their uniformed rather than their nonuniformed colleagues. As a consequence, on a clinical level, during sessions patients might be more cautious and veiled about the nature of their diffi culties with uniformed care providers. All mental health professionals need educating about stigma and barriers to care, but it is possible that uniformed clinicians need to be particularly aware of these issues when eliciting accounts from reticent patients. A negative experience such that the patient cannot identify with their care provider at the beginning of the care pathway might trigger nonadherence, mistrust, or limited disclosure.
It is surprising that results showed a relatively large number preferred to seek help from a nonuniformed clinician. That the "outsider" is preferred by military patients is inconsistent with previous work, which reports that support delivered by professionals who are unknown to the organization may potentially lead to mistrust and resistance.
1,2 However, previous research was based on stand-alone treatment interventions delivered after traumatic events, whereas nonuniformed practitioners in the U.K. Armed Forces have an ongoing input to services. Nevertheless, it is possible that patients perceive seeing a nonuniformed clinician as providing greater freedom to disclose vulnerabilities away from the normal culture that espouses toughness and resiliency, which in a mental health setting might compromise disclosure and engagement. Also, concerns about confi dentiality exist in the military 7 and it is possible that patients are more willing to confi de in and trust providers perceived to be outsiders. Similarly, collaborative decision making is recommended in health care, but for some, especially junior personnel, it is likely to be more intimidating questioning a senior offi cer than questioning civilians who operate outside the rank structure. Military dress clearly communicates rank, which military health care providers are required to wear while on duty, yet this might also reinforce barriers to care. Surprisingly, however, there has been no research on patients' preferences for dress style in the U.K. Armed Forces, whereas there is considerable research in the civilian health care sector including dress styles 13 and forms of address. 14 The implication is that a wholly uniformed mental health service would be unacceptable to a major number of patients and lead to increased barriers to care.
Location issues are rarely considered in the planning of military occupational mental health services and overall there was no clear or strong preference for being seen on-site or offsite. Accessible services are likely to lead to increased utilization; however, there is a potential risk that embedding services within place-of-work might lead some people to be concerned about confi dentiality and loss of anonymity. Although all DCMH are based on-site at a military establishment there are considerable structural variations, for example, some DCMH share facilities with primary care medical centers while others are co-located, yet have different entrances and waiting areas and others are geographically separate from primary care facilities. Interviews and surveys with general practitioners and occupational health representatives showed a lack of consensus about locating a primary care-led health and work service in a primary health care team, whereas a Department for Work and Pensions facility was considered an appropriate location to facilitate early return to work. 15 This fi nding might refl ect the fact that primary care in the U.K. National Health Service (unlike military healthcare) tends not to operate within an occupational framework and lacks the apparatus (e.g., close links with employers) to deliver on occupational outcomes. However, further research is required to identify patients' and professionals' views about location issues, especially as approximately one-third of patients accessing DCMH do not meet criteria for a mental disorder. 16 Gender and branch of service emerged as predictors of preference: male gender and being in the Army with a uniformed preference and female gender and being in the Royal Navy with a nonuniformed preference. Much has been written about gender-differences in help-seeking, and so incorporating patients' preferences during signposting, especially given men's reticence to seek help, might improve engagement. Interestingly, concerns about stigma did not emerge as associated with preference, which suggests that patients are not motivated to seek help from "outsiders" because of concerns of stigma. Furthermore, research shows that concerns about stigma are signifi cantly more likely to be reported by those with a mental health problem, 7 and therefore, in this study, stigma was used as a proxy measure of mental health. No differences were found between the groups suggests that patients' help-seeking is not infl uenced by mental health. Overall, most patients did not express a strong preference and relatively few factors emerged from this study as signifi cantly associated with clinician or location preference. This might suggest that factors not measured here, such as symptoms and previous treatment-experiences, may be important.
The U.K. Government has promoted personalized care planning, which includes offering patients more choice and control over how, when, and where they receive treatment. 17 However, in terms of military mental health services, there is a dearth of research exploring the type of services patients want. This is important not only to address barriers to care, but over recent years, the Defence Medical Service has changed considerably both in terms of facilities and manpower. Much is made about mental health providers and users having a shared vision of services and divergences between clinicians and patients are likely to lead patients to disengage. Military patients have diverse treatment needs and this exploratory study illustrates that more in-depth research is required, possibly using qualitative methods and identifying whether incorporating patient preferences leads to improved outcomes, to inform service planning with the aim of achieving good engagement and acceptability to patients.
